Background: The complex nature of the right to health requires multiple indicators to cover all facets. Patient satisfaction (PS) has been proposed as a possible indicator, but no survey has explored the implementation of this indicator and its utility in promoting the right to health.
INTRODUCTION
Since the 1970s monitoring human rights indicators has been an important topic for states, international institutions, organizations of the civil society as well as for researchers and professionals working in favour of the promotion and protection of these rights [1] [2] [3] [4] . During this period, research first addressed civil laws, policies and democracy [5, 6] . More recently, economic, social and cultural rights, as well as indicators of development, have been studied [1, [7] [8] [9] . Studies assessed some of the relevant indicators (Freedom House Index, Efficient Democracy Index etc...), and they also helped to identify conceptual, methodological and technical challenges of the realisation of these rights.
In the field of health, the Special Rapporteur on the right to health identified 72 useful indicators relevant to measure the right to health at state levels. The number of ratified international treaties on the right to health, the proportion of urban versus rural populations with access to drinking water, the prevalence of violence against women, the infantile *Address correspondence to this author at the Institute of Social and Preventive Medicine, Faculty of Medicine, Geneva University, Michel-Servet 1, 1211 Geneva 4, Switzerland; Tel: 41 22 379 04 63; Fax: 41 22 379 04 52; E-mail: Emmanuel.kabengele@unige.ch death rate, and life expectancy at birth have among others been proposed as possible indicators of the right to health [7, 10, 11] . Critical voices have underlined that 18 out of the proposed 72 indicators are not monitored by any of the 194 states and even basic indicators such as maternal mortality rates are monitored by less than half of the states [12] .
The complex nature of the right to health, however, paves the way for indicators possibly less robust than infantile death rate, for example, but still able to provide some information useful in strengthening the right to health.Some authors suggest the monitoring of the perception the population has of fundamental rights violations through well-being or satisfaction questionnaires as a useful approach [2, 13, 14] .
The satisfaction of patients is potentially such an indicator. It describes the degree to which health care satisfies the expectations of patients in terms of care techniques, care quantity, physical environment, availability of health professionals, continuity of care, and therapeutic results, etc [15] . Although controversial because of its subjectivity, patient satisfaction has been investigated on a large scale across the world. In spite of its subjectivity it has been reported in the literature that it has a potential effect on the management of health services and on the behaviour of health professionals [16, 17] . In fact, the investigation of patient satisfaction since it integrates the point of view of patients allows to identify to a certain extent problems in the health sector related to the right to health [18] as detailed in General Comment 14/2000 of the Committee of Economic, Social and Cultural Rights of the United Nations [19] .
The link between patient satisfaction and the right to health as well as its role in defining health policies has been little studied. A review of the literature has shown that patient satisfaction and the right to health present similarities as far as availability and access to health services and their acceptability and quality are concerned. The same study identifies other similarities of sociologic nature such as patient centred care, of legal nature such as considering patient satisfaction as an indicator of the quality of care and of political nature such as patient participation in evaluating the right to health [20] .
Using data from a satisfaction questionnaire addressed to patients of a rehabilitation clinic in Switzerland, the objectives of our study were to identify particular aspects of the right to health perceived as problematic by the patients, to analyse possible explanatory factors and to discuss the usefulness of PS studies in consolidating the right to health.
METHOD
A cross-sectional survey was performed on patients hospitalised in a rehabilitation clinic in Switzerland between 1 January 2006 and 31 July 2010. Data were collected from patients on the day of discharge. The inclusion criteria were patients admitted at the rehabilitation clinic, independently of the number of admissions during the recruitment period (first, second or more). Patients who had died (0,1%) and those transferred to an acute hospital (1%) were excluded.The questionnaires were not completed by the proxies.
After completion, the questionnaires were deposited anonymously in a mail-box or sent by post to the Direction of care of the clinic. Subsequently, the answers to the questions were codified and recorded in a data base (IBM-SPSS 19.0).
Besides socio-demographic characteristics, the questionnaire included 26 items of satisfaction related to: -care (medical and nursing care, psychological support, dietetics consultation, physiotherapeutic activities, art and music therapy);
-clinic-delivered services (meals, cleanliness of the infrastructure, maintenance of the outside facilities and general hygiene);
-organisational support (welcome, coordination of care activities, information, transportation).
Appreciation of services provided was judged by means of a Likert scale on five levels ranging from 'completely satisfied' to 'completely dissatisfied'. The answers were recoded to two levels of variables: satisfaction (including 'satisfied', 'completely satisfied') and dissatisfaction (including 'completely dissatisfied', 'partially dissatisfied').
Reliability of the instrument was assessed by the intraclass correlation coefficient (ICC) and its 95% confidence interval. The internal consistency of the questionnaire was evaluated using Cronbach's coefficient. Cronbach values in the range of 0.81-1.00 indicate 'almost perfect' agreement with 0.61-0.80 indicating 'substantial', 0.41-0.60 'moderate', 0.21-0.40 'fair', 0.00-0.20 'slight' and 0.00 indicates 'poor' agreement [45] .
An arbitrary cut-off point of 10% was considered indicative of the existence of problems deserving particular attention.
Each item was encoded independently by two authors EKM and HV (when there were disagreements, a consensus was obtained through discussion) with specific health rights domains as described by the General Comment 14/2000 19, i.e.
-Availability of services, infrastructures and health programmes;
-Accessibility of the services and programmes by all without physical and economic discrimination as well the accessibility to information;
-Acceptability that requires that goods, services and other practices of care ethical and respect the culture of individuals or minorities;
-Quality of the care, services and programmes, including the expertise of health professionals as well as diagnostic and therapeutic approaches in conformity with the scientific and medical recommendations of committees of experts.
Descriptive analyses of the socio-demographic data of the studied population were performed. Student-tests and chi-square analyses were used to compare the categories of variables. Significant differences (p-value) between categories or groups of variables were defined at 99%.
RESULTS

Characteristics of the Respondents
Of 5,521 patients hospitalised during the period of the survey (1 January 2006 to 31 July 2010), 2,788 patients completed and returned the satisfaction questionnaire (50,4%). The social-demographic characteristics of the target population are synthesised in ( Table 1 ). Note that 60% of the respondents are women and about 50% are between 51 and 80 years of age. Young people (<25ans) represent less than 1% of the population.
About 60% of the patients stayed for more than 20 days in the rehabilitation clinic, the other 40% remaining fewer than 20 days. Within the clinic 64,6% of the responding patients occupied two-bedded rooms and 20% stayed in threebedded rooms. About 10% had a single room and 5% stayed in a private room.
For more than half of the responding patients (53%) it was the first stay in the rehabilitation clinic; the remaining patients (47%) had stayed already twice or more in the clinic.
Finally, note that 64,3% of the patients were referred to the clinic by their family or specialist physician, one-third (31,7%) being sent by emergency/acute hospitals. 
Instrument/Questionnaire
The results of internal consistency of the 28-item questionnaire showed an ICC of 0.911 (95% CI: 0.86 to 0.95, p= <0.001), and a Cronbach's of 0.911. Table 2 presents the satisfaction of the 17 categories of the care delivered as evaluated by the patients during their hospitalisation. Generally, there was a high level of patient satisfaction, around 89%. Most problematic domains were:
General Satisfaction and Identified Problems Regarding the Right to Health
-Coordination between the different intervening health professionals during hospitalisation and care was considered as not satisfying by 27% of respondents;
-Information given or received by the patients constitutes the second domain of concerns; it comprises information given by the physician (21, 5% dissatisfied), information on care provided (20,9% dissatisfied) and information in relation to hospital discharge (19,4% dissatisfied);
-The quality of some delivered care was judged insufficient by some respondents; 14,9% were dissatisfied with the delivery of dietary services and meals, 14,2% with the animation activities, and 11,8% with the lack of attention paid by the nursing staff to acute and chronic pain; -Accessibility to services was quite often perceived as problematic; 36% of the respondents found that the cost of transportation was too high and 15,1% were dissatisfied with the quality of this service.
Explanatory Factors of the Perceptions of the Respondents
Generally, there were no statistically significant differences among the respondents concerning their perceptions of the care and services provided.
Analysis of socio-economic characteristics of respondents revealed ( Table 3 ) that:
-With regard to gender, there were non-significant differences between men and women for either item.
-With regard to age, young cohorts (= <50 years) seemed more dissatisfied than the older ones (> 50 years) in relation to all services included in our analyses (information, coordination, general appreciation, transportation, care services of the physicians; p= 0.0001);
-The length of stay in the clinic influenced the general appreciation of the hospital stay. Those who stayed up to 10 days were less satisfied than the respondents who stayed more than 10 days.
-The number of stays influenced the satisfaction of the respondents; first-time patients are more dissatisfied that those admitted more than once. For example 20,9% at discharge are dissatisfied with the information given on arrival, as against 14.3% of those who were hospitalised more than once (p=0.038).
DISCUSSION
Prior to any interpretation of the presented data, two points should be made. First, the right to health does not only concern vulnerable subgroups of the population as some might imagine. The right to health concerns anybody in a society, be it poor or rich. Second, the right to health is not limited to health care. It does include social determinants of health such as access to housing, water and food. Its effectivity is closely linked to the realization of other basic rights. Our study tried to explore the right to health care as a key component of the right to health.
Our study shows that generally there is a high level of satisfaction among the respondents. Yet the coordination of care, the access to information, the accessibility to and the quality of some delivered services are domains where difficulties and problems were reported.
In the United States, an analysis by the Health Information National Trends Survey of 2008 showed that 70% of respondents found their care to be 'good' to 'excellent' [20, 21] . In Germany, Sweden, Switzerland and Great Britain, a literature review indicated percentages of dissatisfied patients respectively of 6.6%, 7.4% 3.7% 8.5% in studies conducted between 1998 and 2000 [22] .. Results of numerous studies conducted in hospital services in different countries support this tendency. In Spain, a survey of 24 public hospitals which questioned 15'539 hospitalised patients and 7'899 ambulatory patients undergoing surgical treatment showed satisfaction rates of 77% and 88,3% respectively 23.
The satisfaction rate in rehabilitation hospital units shows the same tendency. A literature review of studies published in 1990 finds satisfaction rates close to 90%. More than a decade later a survey of 6'205 patients in 134 USA rehabilitation hospitals revealed a satisfaction level of 94% [24, 25] .
Considering our results in the light of the rights to health mentioned in the General Comment 14/2000 [19] , we can identify three major themes.
• The coordination of care and other services are considered as an important source of dissatisfaction by roughly one-third of the respondents. For 17.2% of Germans, 13.3% of Swiss, 21.9% of Britishs and 21.7% of Americans coordination of care services is perceived as a key problem in their respective countries [22] . In a recent American survey of 2268 women suffering from breast cancer, 16.4% consider the coordination of care to be inadequate [26] . In the context of the Swiss healthcare system, which is of decentralised nature, reimbursement of delivered cares, the freedom of choice of health professionals and the absence of specific control measures do not favour efficient coordination and the continuity of care offered by healthcare providers [27, 28] . Other elements concerning the quality of care were reported by the respondents, such as inappropriate care provided by physicians or the lack of attention given by nurses to the pain of the patients, which are regularly documented in the literature [11, 20, 23] .
• Second was the lack of information in the clinic about the hospitalisation, the stay and the discharge of patients. It should be recalled that the domain of information is the one where several studies describe patients' concerns. A French survey assessing patient satisfaction with regard to information received before or during a complementary medical examination notes that 20% of the participants had not received any specific medical or paramedical information before the examination and 4% had received no information at all [29] . In other countries, 20.4% of Germans; 23.4% of Swedes, 16.7% of Swiss, 28.7% of Britishs and 25.2% of Americans were dissatisfied with the information they had received [22] . In the Netherlands, 58% of patients with cardiovascular problems indicated that they had received no information from the pharmacist [30] . Despite the satisfaction rate of 86.8% among clients of different healthcare organisations in several Swiss cantons, only 66.8% of the clients judged the information delivered by the home health services as sufficient regarding possible financial support [31] . Some analysts note that the lack of information and the difficulties of communication in the Swiss healthcare system are difficult to overcome. Sharing of clinical information between professionals working in hospitals and ambulatory care settings seem to be limited [28] .
• The third domain of the right to health relates to problems of accessibility to care services as described in the General Comment 14: facilities, goods and services should be accessible without discrimination to all persons [10] . This right is analysed through physical, geographical, economic and cultural components (acceptability). About 36% of the respondents were dissatisfied with transportation costs. For more than 80% of hospitalised patients, transportation is organised via a private company that transports the patients four times per week at a cost of 100 CHF. Given that health insurance only reimburses half of these transportation expenses in the case of illness, the dissatisfaction demonstrated by more than a third of respondents is understandable.
Although in Switzerland the population has access to a large palette of healthcare services -high technological services based on evidence-based medicine and patients are generally satisfied with the care received [32] , it is none the less true that in this domain some real problems exist. These problems concern treatment differences on covering health expenses, as the social inequalities in the health system cannot be ignored. The average cost of the basic health insurance for an adult was 212 CHF in 2000 and reached 351 CHF in 2008 (+65%), forcing numerous people to resort to cantonal subsidies to ensure their health care was covered [33] . Within the Swiss canton Wallis -a relatively poor mountain state -the number of recipients of such subsidies rose from 66958 in 1996 to 96612 in 2008, an increase of 44.2% [34] . Another demonstration of the inaccessibility of healthcare services results in the renunciation to care by people with a low income. A survey in the canton of Geneva among 765 men and 814 women found that more than 30% of the respondents with a low income stopped paying healthcare insurance for economic reasons the year preceding the investigation [35] . Beyond the financial question, the cultural and in particular the linguistic barriers (lack of information) might not limit access to healthcare services but make the interaction between patients and healthcare providers difficult and in some cases impossible. Several studies documented the impact of linguistic barriers on the quality of care. 'Where there are language barriers, patient-provider communication tends to be less successful, patient satisfaction is reduced and provider dissatisfaction is increased', as Bischoff and Denhaeryncks observed [36] . Other effects of linguistic and cultural barriers seem to be the overconsumption of care, multiple undesirable effects and financial costs attributable to the use of interpreters [37] . With 20.3% of the population and 37.4% of healthcare staff being foreign [38, 39] , Switzerland does face such challenges.
The availability of healthcare services in Switzerland seems sufficient to absorb the demand of the population. With 3,8 physicians and 14,9 nurses per 1,000 inhabitants, Switzerland is extremely well provided compared with OECD countries with an average of 3,2 physicians and 9,0 nurses per 1,000 inhabitants [28] . In a historic perspective, the availability of healthcare services, particularly those of physicians, increased by 214% between 1970 and 2010 whereas during the same period the population only increased by 24%. The availability of healthcare services cannot be assessed only by the indicator of medical density, however. It also requires the analysis of the catalogue of healthcare services covered by an insurance system. Data of Beske and Oggier situate Switzerland above the average of the 14 OECD countries with an 108 index against an international average of 100 [40] . However, inequalities persist re-garding the offer and availability of services, between the urban and the rural cantons, between academic and nonacademic cantons, between the regions of the mountains and those of the valleys. These inequalities deserve to be studied and should be taken into account in healthcare policies.
The explanatory factors of patient satisfaction are numerous and complex. For some, the general care environment determines satisfaction, whereas for others the social and demographic features of the respondents or even their personalities are determinants. In Germany, a data analysis of the satisfaction of 120825 hospitalised patients between 1997 and 2004 in seven hospitals found that general satisfaction was mainly determined by the general environment of the hospital [41] . In contrast, a survey of 237 discharged patients of the Academic Medical Centre of Amsterdam examined the association between five dimensions of the respondents' personality (Extraversion, Agreeableness, Conscientiousness, Emotional Stability and Autonomy) and their satisfaction. The survey concluded that 'patient satisfaction seems only marginally associated with personality' [42] . In spite of some contradictions, it is generally admitted that socio-demographic characteristics of patients constitute a powerful predictor of their satisfaction. Numerous studies show that patient satisfaction increases with age regardless of the healthcare structure, and that the gender of patients appears to influence their satisfaction less [43, 44] .
Our survey demonstrated that patient satisfaction constituted one of the indicators of the right to health. The perceptions of the quality of care by helped to identify the domains of care organisation requiring greater attention from decision-makers. As in all investigations of satisfaction, however, our survey has specific limitations. First, the absence of a longitudinal perspective does not permit a follow-up of the changes in these opinions and their evolution over time. The second limitation is the failure to take into account patient pathology as a discriminative factor of satisfaction. It is well documented that patients' satisfaction varies according to the pathologies they have and the care units in which they stay. A Swedish survey by Rahmqvist found that general satisfaction with care was higher in paediatric and gynaecology units whereas the lowest scores were recorded in psychiatry and in internal medicine [44] . A third limitation relates to the fact that one specific institution was studied, a rehabilitation hospital. The identified problems might therefore be specifically related to that institution, though they might also be common to the health system in general (lack of coordination, lack of information, high costs, etc.)
In the context of the development of indicators of the right to health in healthcare settings, studies of patients' satisfaction offer interesting perspectives: -The necessity for the UN Committee on Economic, Social and Cultural Rights to formulate recommendations to States regarding the opinions and perceptions of the population on the effectiveness of the right to health legislation;
-The periodic legal obligation and organisation by States of national investigations on the perception of the population on this right and the integration of theresults into the national report addressed to the UN Committee on Economic, Social and Cultural Rights;
Such actions, however, would imply the development of a legal framework that clarifies the objectives pursued by such studies, the responsibilities of service providers in data collection, a large consensus of the population on the importance of such investigations and technical preparation of adapted tools for data collection.
CONCLUSION
Our survey looked at indicators of the right to health in a healthcare setting using data of satisfaction of hospitalised patients in a rehabilitation clinic.
The obtained results underline the importance of care coordination, access to information, accessibility to services and the quality of care per se, all of which are topics of concern to patients.
Patients' satisfaction offers to the Committee of Economic, Social and Cultural rights an excellent opportunity to check the right to health in health care settings. It should be considered as a natural indicator of the effectiveness of the implementation of this right. It is a ready-to-use tool.
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